N Only about 3-4% of the population seek psychiatric care in any one year. Fewer than 1% (0.7%) of the adult population are reckoned to have mental disabilities that require contact with the social services or psychiatry.
N Attempted suicide and other self-inflicted injuries are 10-15 times more common than suicide among men and 15-20 times more common than suicide among women. The proportion taken into medical care for suicide attempts or other selfinflicted injuries has been constant since 1987 for both genders, except for women between 15 and 24 years where the proportion has greatly increased since 1992.
N The number of deaths from suicide declined by one third for both women and men between 1987 and 2002. Among young men (15) (16) (17) (18) (19) (20) (21) (22) (23) (24) , however, there has been a tendency towards an increase since 1988.
N While the most serious mental diseases, e.g. psychoses, do not noticeably change their proportion in the population over time, an extensive increase in other mental ill-health can be seen since the beginning of the 1990s, primarily the ill-health that is expressed through anxiety or anguish of different degrees of severity. Such complaints showed a decline during the 1980s. N The increased spread of mental complaints among young people -with increased substance abuse and with increasing numbers in care for psychiatric diagnoses, suicide attempts or other self-inflicted injuries -is today demanding the greatest attention with respect to mental ill-health in a public health perspective.
Mental ill-health hard to define
By mental ill-health is meant here anything from mental diseases such as psychosis and depression to milder mental problems or distress such as worry, anxiety or anguish and disturbed sleep which cause personal suffering but would not always be given a psychiatric diagnosis.
The spread of mental ill-health throughout the Swedish population is considered extensive. The Public Health Bill 1 presented it as one of the major public health problems of our day. Mental problems in Sweden are showing signs of growing in extent, while the proportion of serious mental diseases (e.g. schizophrenia) has not increased.
The number of people seeking psychiatric care has increased. Locally, the increase is substantial. In Stockholm the number of persons over 18 years seeking psychiatric care increased by 25% between 1995 and 2002 -from 48,000 persons to 60,000 persons.
The number of people with some form of mental ill-health varies between 20% and 40% in different studies [1] of which the proportion with serious complaints (those that may call for psychiatric treatment) is estimated to between 10% and 15%, with local variations between, e.g., metropolitan areas and smaller rural places.
Costs for medical and social care, sick leave, disability pension and loss of production owing to mental ill-health were calculated to amount to 50,000 million Swedish crowns in 1997 [2] .
Mental problems and mental disease -what are these?
Mental health, mental ill-health, mental problems, mental disturbance, mental disease and mental disabilities are concepts used today in the attempt to cover different aspects of mental suffering. Formerly, the various states were considered as a continuum with varying degrees of severity -from mental health to mental ill-health (i.e. impaired well-being in the mental sense) through mental disturbance and lastly to mental disease or serious mental disturbance. Mental disease, it was considered, could be prevented through early detection and was the subject of treatment even in this early phase.
Today it is more common to consider mental illhealth from several perspectives. One way is to view mental suffering as having a number of mental complaints or problems, as opposed to being in good mental health. Another approach is to say that a person is suffering from a mental disease as opposed to being mentally healthy. The two conceptual pairs mental disorder and mental health and mentally ill and mentally healthy may be viewed as two different dimensions, a health dimension and a disease dimension, on the basis of which mental ill-health can be described (Figure 5:33) .
In the health dimension the individual experience of the specific mental disorder (i.e. how the person feels) is stressed. The state is considered largely conditioned by a person's surroundings (living conditions) or a result of individual choice (i.e. how one chooses to live). Lifestyle and living habits are central, mental disorders stemming largely on the individual's inability to balance different stress states.
In the disease dimension, the importance of biological factors for how mental disturbance or disease arises (i.e. what is wrong in the biological system, particularly in the brain) is stressed. One cannot affect the state oneself in the same way (i.e. one is afflicted) and the state must be treated so that one regains health. Interest is thus directed towards combating pathogenic circumstances; heredity plays a large part.
In practice these two perspectives are mixed depending on what problems are being addressed and who is addressing them, i.e. who is making a statement regarding mental suffering. Psychiatry is considered to follow the disease dimension above, but generally resorts to an overall view in treatment, taking into account both the patient's experience aspects and biological aspects of the disease panorama.
We may belong to different fields of the matrix ( Figure 5 :33) under different circumstances, at different times, depending on our mental health/ mental ill-health state. In general we consider ourselves as mentally healthy without mental trouble (I). At certain times, for example under stress, however, subjective mental problems may grow large and be experienced as troublesome (III). A fairly small proportion of the population suffers from ''mental disease'' with evident mental distress (IV). Likewize, a small proportion of people suffer from some mental disease but through adequate nursing and care, e.g. medication, feel that they are in acceptable mental health (II).
The ideas behind the psychiatry reform carried out in Sweden in 1995 2 were that people with mental disabilities should be enabled to have their distress alleviated through care and support so that they could lead as normal and ''healthy'' lives as possible. In the area of bodily disease, a comparison can be made with people who have well-treated diabetes.
More recently, however, the increasing proportion of the population who report mental distress without a diagnosis of mental disease has gained attention (III).
In the matrix, varying community action in the different fields is shown with light blue shading. Mental care and sick leave may be alternatives for the majority of people in field IV, while input from the social services, together with a few care inputs and perhaps a disability pension may be the alternative for patients belonging to field II. Contact with primary care and sick leave may be appropriate for people in field III. However the borders are fluid; while there can be people in fields II and IV who evade the issue or manage without help, there are certainly some who are actually in field I but receive measures without needing them.
One cannot read from the matrix what may be considered ''normal'' or ''abnormal'', nor what social action would be required in individual cases in the form of treatment, sick leave etc. What is decisive is whether the person manages to live life as he or she wishes, despite more or less pronounced mental distress. The borderline for those who experience mental problems but are not judged to need mental treatment (III) is today the subject of intensive discussion.
How does mental ill-health come about?
A person's mental state is affected by three circumstances. The first is the person's biological or bodily constitution and the second his or her psychological ability, especially the cognitive ability to understand and interpret the world around and thus handle its demands for optimal survival. The third circumstance is the person's social and material environment and how far it causes strain, e.g. high workload or a stressed living situation because of poor economy, relationship problems, insecurity about the future, etc.
Each person's individual life situation is determined by a unique combination of these factors, partly genetic factors, partly circumstances when growing up.
The psychosomatic overall view states that one can scientifically show that most bodily functions in health and sickness are affected by, and themselves affect, psychological functions. If one adds the negative or positive effects of the environment, one sees that the three circumstances mentioned above may be seen as interdependent factors which constitute the mental functions. Treatment or prevention of mental ill-health can thus be provided through bodily influence, e.g. medication, through psychological influence, e.g. psychotherapy, or by attempting to change the environment.
In most cases there is a balance between the three circumstances so that everyday life can be managed without complication. On the other hand, if the balance is upset with respect to any of the three, mental health is threatened. There may be disturbances in bodily function through, for example, under-nourishment or lack of sleep, or poisoning owing to alcohol, narcotics or other substances.
For most people it is probably more common for external loads or stress to be experienced as mentally burdensome -more or less temporarily. Stress is the individual's reaction to a stimulus which may be a challenge or a threat, i.e. positive or negative. In most cases people handle stress situations without troublesome symptoms. In other cases, however, complaints develop that cannot be handled. The ability to handle these situations differs from person to person, some being more ''vulnerable'' than others and less able to manage stress. 3 How mental problems or disease can arise may often be illustrated using a ''stress-vulnerability'' model [3] .
Two different courses of development towards mental ill-health can be discerned where there is increased influence of stress. In one, mental distress grows successively through increasing symptoms of sleeplessness, tiredness, worry etc. This course can lead from field I to field III in the matrix ( Figure 5:33) . A person or a group that experiences a stress situation can suffer from considerable mental ill-health without this meeting the requirements for a psychiatric diagnosis, e.g. in crisis or grief situations. When the strain becomes great enough, the symptom panorama may instead change to a disease in terms of psychiatric diagnostics (field IV).
A different course is where a person when affected by stress fairly rapidly moves from field I to field IV and develops a mental disease. The person may be very susceptible and this in turn may be genetically conditioned or may be because of difficult circumstances when growing up, or traumatic experience of a different type (e.g. among refugees who have undergone torture). However, it appears today that large groups are alternating between states in field I and field III.
Measuring mental ill-health in the population
Psychiatric epidemiology tries to estimate the number of people that may have some form of psychiatric diagnosis. This type of population study developed considerably during the twentieth century. The first to be investigated were patient populations, using imprecise diagnostic instruments, e.g. groups that did not represent the whole population. During the 1940s and 1950s, however, the selection procedure was improved, making it possible to investigate large groups representative of the whole population. Estimation of the mental state, however, was based on global assessments or employed specific but unstructured and untested instruments [4] . Today psychiatric epidemiology is based on further improved selection methods. It is directed to well-defined populations and uses predominantly standardized and tested diagnostic assessment instruments. This type of population study, however, is costly, chiefly since interviews should be conducted by people trained in diagnostic techniques. In Sweden there are no investigations with national coverage. There are however, a few Swedish investigations of limited populations. An example from the USA of a study of mental health that covers a whole population is the epidemiological catchment area (ECA) study [5] .
People with the most serious states, for example schizophrenia and other psychosis diseases, are often taken into hospital care during an acute phase. Through the national Hospital Discharge Register kept by the National Board of Health and Welfare, it was formerly possible to produce a reasonable estimation of the prevalence of these problems among the population. Changes in health care organization during the past 10-15 years, however, with extensive cutbacks in mental institutional care in favour of non-hospital outpatient care for which relevant statistics are lacking, have rendered such estimations inadequate.
Questionnaires or interview surveys directed to a representative population selection are nowadays the most common method of estimating the prevalence of mental ill-health. These surveys, however give no knowledge of the prevalence in terms of psychiatric diagnostics. Instead, questions are constructed concerning circumstances that, according to experience, indicate mental ill-health of varying degrees. In Sweden these surveys have been conducted by Statistics Sweden (SCB) since 1984, in the annual Survey of Living Conditions. Here, the interviewers attempt to bring out the interviewees' perceptions of their own mental health and ill-health through such questions.
In the next section, first some of the largest mental illness groups are characterized and their distribution throughout the population monitored. Secondly, those states of mental ill-health that have received attention more recently are described. Lastly, the distribution of self-rated mental ill-health as mapped in the Survey of Living Conditions, is presented.
Mental disorders among the population

Psychotic states and schizophrenia
More than other states, various forms of psychosisparticularly schizophrenia -have been the subject of epidemiological surveys. A psychosis is a state when the perception of reality is changed. Some common symptoms are that one hears voices, feels persecuted, or that one thinks and speaks disjointedly. In Sweden 1,500-2,000 people a year develop some form of psychosis. 4 Schizophrenia is the most serious form of psychosis. This disease has a worse prognosis than other psychoses and in many cases causes difficulties in managing daily life. Just under half of all those developing a psychosis for the first time eventually receive a diagnosis of schizophrenia. The lifetime risk of contracting schizophrenia is around 0.8%, meaning that some 70,000 Swedes will be afflicted during their lives. In Sweden there are today about 30,000 people with schizophrenia who need some form of support from the community [6] .
Studies during the 1950s and 1960s showed that people with psychoses lived in poorer social circumstances than others. One assumption was that the disease gradually led to social problems, e.g. unemployment and early retirement/sickness allowance by affecting social functional ability. Since the 1960s this type of view has predominated [7, 8] .
As opposed to this, a number of more recent studies report that a poor socioeconomic situationfor example that one's parents are unemployed or on early-retirement pensions, that one is living in metropolitan environments or that one is an immigrant -may explain part of the outbreak of psychoses [9] [10] [11] .
Future research will have to elicit the nature of the connections. Such research should include heredity, social isolation, the ability to withstand strains, the strength of a person's social network and complications for the baby during pregnancy and delivery.
Depression and anxiety
The distribution of depression in the Swedish population is less known than that of, for example, schizophrenia. Studies have been made of certain selections, sometimes directed towards certain population groups such as women and younger age groups. Sometimes the observations are based on lay interviews and sometimes on standardized diagnostic interviews following some diagnosis system.
Results of various studies show that depressions of a more disease-like character are prevalent among between 4% and 10% of the adult population in Sweden [12] . Practically all these studies report a higher frequency among women than among men, and the prevalence increases in the eldest age groups [13, 14] .
Assessments of depression are complicated by the fact that this state, together with anxiety, is a natural way to react to burdensome life events that afflict the individual when a close relative dies, in a divorce etc. Everybody undergoes such states at some time during their lives and this may be seen as a normal protective function. Even so, such states may in certain cases give troublesome symptoms that require treatment.
Given the difficulties in drawing the line between what is normal and a diagnosable state requiring psychiatric or other treatment, it is hard to specify how common such states are.
Studies using standardized methods for estimating the depression and anxiety that to varying degrees require treatment, give a prevalence of between 12% and 18%. Here, too, the disorders are more common among women than among men largely because men ''medicate'' these states more than women do, using chiefly alcohol. They thus become viewed primarily as abusers or high consumers of alcohol.
Health and medical care
Most cases of psychosis and serious depression receive care in psychiatry. This is less true of less serious depression or anxiety. For this, instead, primary care or other forms of care, or no care at all, are common alternatives. Using surveys from the Stockholm area 5 it can be demonstrated that approximately 18-20% of the population suffer from some form of mental ill-health and that 3-4% seek psychiatric care, 5-6% primary care and 1% or 2% both. About 10%, on the other hand, seek no care from the health services, or seek alternative care from medical or non-medical private practitioners. Alternatively they may practice ''self-care'' in the form of changes in lifestyle [15] . There are no surveys that show the pattern in Sweden as a whole.
Mental disorders attracting attention today
Fatigue syndrome or ''burnout''. During the past 10 years sickness absence in Sweden has increased dramatically, more among women than among men. There has been talk of a special form of stress, which is partly related to occupation and partly connected with occupations that involve much contact with and responsibility for other people, for example care and nursing, or middle management. Characteristically, these occupations are found in workplaces that have undergone extensive or many reorganizations often in consequence of economic cutbacks. For this phenomenon, the expression ''burnout'' has been coined. 6 In the Board's expert report, the designation fatigue syndrome (utmattningssyndrom) is used instead [16] .
The state is marked by emotional fatigue in which the person has stopped reacting in an emotionally normal way to stressful everyday events and cannot manage as much as usual. The oldest related concept, used earlier in endocrinological research, is vital exhaustion.
The fatigue syndrome concerns primarily emotional fatigue. A common feature is that people say ''I can't charge up my batteries any more''. When waking up in the morning they are not rested despite a normal night's rest.
One extreme form of fatigue is the chronic fatigue syndrome, CFS, to qualify for which the sufferer must have had a certain number of fatigue symptoms for at least six months. CFS also involves a series of symptoms associated primarily with infections and disturbances of the immune system. Most researchers now believe that CFS arises as a consequence of protracted psychosocial strain and repeated infection [17] .
It is unknown how widespread these various states are. The difficulty is to distinguish the problem from, e.g., depression of a more or less psychiatric nature. It is assumed, however that a large proportion of the population sick-listed for psychiatric causes may be counted in the category fatigue syndrome.
Post-traumatic stress disorder. This is a psychiatric state associated with exposure to extraordinarily traumatic experience -for example war, torture, natural disasters, accidents or rape -but also other life-threatening events.
Typical symptoms are intrusive memories of what occurred, withdrawal and irritability. The memories can return when the sufferer is awake, or as nightmares, or as feelings of being back in the traumatic situation, termed flashbacks.
The memories can be triggered by insignificant everyday events reminiscent of the earlier experience. This causes the sufferer to try and live the most sheltered life possible, in which what earlier was important loses its significance. The irritability may be manifested in hypersensitivity to sound, concentration difficulties, irritation and disturbed sleep. Other common reactions in PTSD are depression and bodily pain states, lack of trust in the people around and different types of abuse. These reactions can either exist parallel with PTSD or as the only reaction to the trauma. There may therefore be reason to investigate whether such states may possibly be connected with traumatic experience.
Most people can handle isolated life-threatening events. But when many such events accumulate without sufficient psychological processing between them, a threshold is crossed where the risk of PTSD increases.
PTSD is more common than what people believe. An investigation of Swedish psychiatry patients showed that 29% met the self-rating criteria for PTSD (18) . Another Swedish study found that the condition was present among just under 6% at some time during their lives [19] . Corresponding figures in a Norwegian [20] and an American study [21] , were 9% and 8%, respectively. In the latter, the prevalence among those between 15 and 54 years was estimated to just under 4% during any one year.
The risk of developing PTSD following a traumatic experience is approximately twice as great for women as for men. Immigrants who often have backgrounds of war and persecution are afflicted more often than persons born in Sweden.
Neuropsychiatric states (ADHD). What are termed neuropsychiatric or neuropsychological states in, chiefly, children and young people have been much discussed recently. Receiving most attention are the problems termed attention deficit hyperactivity disorder (ADHD). ADHD is a (diagnostic) term for a state that occurs in 3-6% of all children of school age [22] . Studies show that the problem is 2-3 times more common among boys than among girls. What have earlier been viewed as ''troublesome'' boys in preschool and school may probably be included in this group. The problems vary in severity, however, in different people and over the years. Well-trained preschool staff who follow certain children for a long time can in many cases notice differences in the severity of the problems.
When the problem has extensive consequences for daily life, i.e. when functional disabilities arise, it is possible to speak of ADHD in the diagnostic sense. In milder cases, the problems are seen as part of personality development, and sometimes elements of ADHD may be found in socially successful persons.
A problem also discussed recently is that many of those who 10-20 years ago were given psychiatrically serious diagnoses such as schizophrenia may really have had a neuropsychiatric disturbance.
Mental disability
A feature of many forms of mental disorder is that social life is affected, for example through impaired ability to manage one's work or to establish social relationships. In these cases one speaks of mental disability. Mental disabilities may be temporary, for example in a crisis reaction, or longer-lasting as sometimes following a psychosis. Many people who for example have had schizophrenia may have a residual, and sometimes important, functional impairment requiring extensive support action. Of those who develop schizophrenia, it is estimated that about 80% may need lengthy treatment, rehabilitation or social support of varying degrees. Without such support the people risk losing their ability to manage everyday life, and a handicap develops.
The psychiatry reform of 1995 7 intended people with mental disabilities to receive better support so that they would be able as far as possible to take part in social life on equal terms with all others. It is today estimated that there are 43,000-46,000 people with mental disabilities who have contact with psychiatry or the social services. These represent between 0.7 and 1% of the adult population (the higher value applies to metropolitan areas) [23] .
Homelessness and mental ill-health
The connection between homelessness and mental ill-health goes in both directions. Studies show that mental ill-health and disease increase the risk of eviction and a life of homelessness, particularly when abuse enters the picture [23] . On the other hand a life of homelessness is hard and wearing on mental health. In a Stockholm study where 82 homeless men were followed up for five years, for example, extensive excess mortality was noted [24] .
The National Board of Health and Welfare has carried out three national inventories of homelessness in Sweden -in 1993, 1999 and in 2005 [25] [26] [27] . The inventories from 1993 and 1999 showed that the number of homeless people was about the same on both occasions -approximately 9,000. Between 1999 and 2005 there has been an increase in the number of homeless people by at least 2,000. In 2005 there was a larger proportion of women, people born outside Sweden and people living in shelters, than in the previous inventories.
Mental disability and concurrent abuse
Mental disease and abuse together entail an increased need for help, the risk of a worse course, social exclusion and premature death. Apart from the double problems by themselves, these people not infrequently have social problems. For this reason they often seek help from narcotics care, psychiatry or the social services. One difficulty is that the double problem cannot always be identified, which entails an increased risk that action is taken too late, leading in turn to a poorer development.
The reduction in the number of places in institutions and in institutional care, and the fact that it has not yet been possible to develop sufficient alternative care forms, are other problems that affect these people. At the same time the availability of drugs and alcohol has increased and has entailed increased abuse overall.
International studies show that people dependent on alcohol have twice as great a risk of suffering mental ill-health that requires psychiatric treatment as do the rest of the population. Equally, alcohol dependence is twice as common among people with extensive mental problems as among others. Of people with schizophrenia, an increased proportion who abuse alcohol or drugs has been noted recently.
No studies in Sweden show the extent of the concurrent presence of abuse and mental ill-health. In a population study in the USA [28] of 43,000 people, on the other hand, the extent of abuse and certain concurrent psychiatric diagnoses has been elicited (Table 5:10) .
Among abusers it was twice as common to have depression or anxiety states as among non-abusers. The study did not include the anxiety and depression reactions that often arise during an abstinence phase.
Mental disease and violence
Violence connected with mental disease, and often together with abuse, has aroused attention recently. The National Board of Health and Welfare has surveyed the state of our knowledge, showing that 10% or fewer of all serious crimes of violence in Sweden, as in other comparable countries, are committed by persons with psychoses [29] . In one or two cases per year the violence afflicts people outside the perpetrator's acquaintanceship. In countries where there have been changes similar to what has happened in psychiatric care in Sweden, with cutbacks in institutional care and the expansion of day care, however, no increase in the risk of schizophrenic people committing crimes of violence following these changes has been found.
The research does show, however, that people with serious mental disease (schizophrenia, psychoses with or without abuse), run a high risk of dying prematurely. Compared with the population in general, the risk of suicide among these patients during the first year after discharge from psychiatric hospital care is almost 70 times higher among men and more than 100 times higher among women, than among the rest of the population.
Alcohol dependence and alcohol abuse
During the past 10 years estimated total consumption of alcohol has increased by 33% measured in 100% pure alcohol per inhabitant aged 15 years or over. 8 About 5% of the population are reckoned to be dependent on alcohol at any one time and between 10% and 14% to be dependent at some period in their lives -men two to three times more so than women. The extent is lower in rural areas than in metropolitan, where some estimates say that every fifth man has a period of alcohol dependence during his life. It is accepted that the level of total alcohol consumption in the population has seriously injurious medical effects in the long run. Regarding mental ill-health a distinction may be made between mental problems caused by alcohol and mental problems affecting the use of alcohol. To the former belongs the fact that alcohol impairs many parts of the psychomotor and cognitive functions. A pattern of ''binge drinking'' with high alcohol consumption during a short time has a strong connection with accidents, violence and criminality and often creates problems in relationships. Since alcohol consumption among both women and men is largest in the age group 18-30 years and is often a matter of Source: A representative USA population study: Grant et al. [28] .
pure binge drinking, the risk of such consequences is great. Alcohol consumption among young people follows the general trend in which consumption has increased during the past 10 years. This can be seen among other things in an increase in the number of boys and girls in the age group 15-19 years receiving hospital care for alcohol-related diagnoses. With more protracted and higher alcohol consumption, the risk of alcohol psychoses, suicide and other self-destructive acts increases. As with most other forms of abuse, anxiety states during the abstinence phases may also lead to further alcohol consumption. High and protracted consumption can also lead to depression. It is, however, more usual that anxiety and depression states in a first phase lead to ''medication'' with alcohol and other drugs.
Mortality for men and women from directly alcohol-related diagnoses may be seen as an indicator of the development of the medical damage caused by alcohol over time. Mortality from alcoholrelated diseases declined among men aged 15-74 between 1980 and 2002 while it increased among women. There are, however, large differences for different ages (see Figure 9 :27, Chapter 9). Social damage, for example the effect of maltreatment and its consequences for the family and for children's upbringing, affects public health.
Suicide and attempted suicide
Mental ill-health is a major risk factor for suicide. The proportion of people who commit suicide has declined considerably since the early 1970s ( Figure 5:34) . Among men the decrease was 27% and among women 11% until 2002. Suicide, including cases with unclear intention, 9 represent a small portion of total mortality, fewer than 1% among women and just under 2% among men. It is however a serious, and most often unnecessary, cause of death since it can to a large extent be prevented.
In 2002, 1,494 people committed suicide in Sweden. Of these 28% were women. There is a tendency for suicide to increase in men up to 65 years from 2000, but chiefly among young men (15-24 years) . In this age group, 33 more young men committed suicide in 2002 than in 2000. The future will show whether this is a break in trend for this group.
Suicide attempts and other self-inflicted injuries are considerably more common than suicide -10-15 times for men and 15-20 times for women. It is judged that about half such cases are hospitalized. Figure 5 :35 shows that far more women than men are hospitalized for suicide attempts up to the age of 50. The difference between men and women is particularly large for the age group 15-24 years.
Attempted suicide has declined since 1987 among both sexes aged 25-64 years ( Figure 5:36) . However a slight increase can be discerned for 2001 for these ages. This development should be interpreted with caution since care statistics may be altered by changes in care practice such as changes in admission criteria.
For the youngest age group, 15-24 years, the development has been entirely different. Among young men the proportion hospitalized for Suicide among young people is caused primarily by mental ill-health but heredity and environment factors may have a different weight during one's teens than in adult life. Many studies indicate that the single factor that most powerfully predicts suicide is an earlier attempted suicide, particularly among young men.
Suicide in Sweden and in Europe
In a comparison with other European countries (apart from the Baltic States) (Figure 5 :37) the Swedish suicide rate is relatively high for women while it is about average for men [30] . The suicide rate in the Baltic States is remarkably high, particularly for men. Many countries including the Baltic States have reported declining suicide rates from 2000 to 2002.
However, comparing suicide rates between different countries is complicated. Cultural differences are of major importance both for the liability to commit suicide and for the tradition of determining cause of death, which in turn affects how suicide is registered in the statistics.
Psychopharmaceuticals
Common medicines for treating the major mental disease groups are neuroleptics for the treatment of psychoses, and various anti-depressive medicines for depression. Apart from these, sedatives and soporifics are used as supplements or following other indications. Today the newer substances against depression, termed selective serotonin reuptake inhibitors (SSRI) are being discussed and used increasingly.
The quantity of pharmaceuticals is normally measured using the defined daily dosage (DDD) measure. Sales between 1995 and 2002 of medicines against depression and against psychosis diseases respectively, measured in DDD per 1,000 inhabitants and day, are shown in Figure 5 :38. The new SSRI drugs show a significant increase, starting in 1992. Overall the sales of psychopharmaceuticals during that period increased fivefold regarding antidepressive medicines, of which the SSRI drugs represent the majority.
Twice the amount of anti-depressive medicines are sold to women as to men. Sales of anti-psychosis medicines are the same for men and women and were unchanged during the period.
From about 1997 sales of the older anti-depressive (tricyclic) medicines increased after a slight decline. However, this increase occurred shortly after the new pharmaceuticals reform came into force in 1996 with higher prescription charges, which probably shows a ''hoarding effect'' in the trend curve for the more expensive SSRI drugs.
For 2002 and 2003 a fairly small decline in SSRI sales was noted. One interpretation may be that the need among the population had largely been met; another that worry has arisen concerning side effects of these substances not known earlier.
It has been discussed whether there has been overprescription of anti-depressive medicines, i.e. that medicine has been given for problems that fundamentally arise from social circumstances, stress factors etc. and where prevention and other psychosocial action instead would be warranted. Another argument is that there has been an earlier underdiagnosed need for treatment of depression, and that this need has now been met.
Some Swedish and international studies see a connection between increased anti-depressive treatment and the decreased number of suicides in Sweden [31, 32] ; but the knowledge accumulated so far cannot verify this. On the other hand the general decline in suicides took place long before the SSRI medicines were introduced. Since alcohol abuse is a powerful risk factor for suicide, reduced alcohol consumption during the 1980s may, instead, have contributed to the current declining suicide trend. 
Mental disorders
Public health has improved in most respects as witnessed by increased life expectancy and increased vitality at high ages. Nevertheless, at least since the mid-1990s, there have been signs that mental disorders have become more frequent. 10 Growing sick-leave and sickness benefit frequency can be seen, mainly owing to mental diagnoses. This runs counter to expectations, considering public health as a whole.
The development of mental disorders throughout the population is described in the annual Surveys of Living Conditions carried out by Statistics Sweden. In interviews, a number of questions are asked that are considered to elicit various aspects of mental illhealth.
Some examples: The proportion who experienced mild distress due to worry and anxiety and continuous tiredness declined during the 1980s but has subsequently increased. The increase between 1996-97 and 2002-03 was particularly large and the increase was more noticeable among women than among men.
Development for the proportion that answered ''yes'' to the various questions runs fairly parallel among men and women, but at different levels. The proportion with anxiety states (mild or severe) was 26% of the women and 16% of the men in 2002-03. About 5% of women and 3% of men reported severe anxiety for the same years. The proportion of people with sleeping problems increased most and sleeping problems were reported by just over 32% of women and 22% of men in 2002-03.
It may be wondered whether these self-rated answers reflect a more serious degree of mental illhealth. While the interviewees were undiagnosed, the validity of the question may be investigated indirectly. A follow-up five years after the interviews in 1988-89 and 1995-96 concerning completed suicide or whether the interviewee had been hospitalized for attempted suicide or for a psychiatric diagnosis shows that these circumstances obtained more frequently among people who answered ''yes'' to these questions than among those who answered ''no'' ( Table 5: 11) [33] . There is thus reason to presume that self-rated mental ill-health expressed as the presence of anxiety states among interviewees can indeed be viewed as an important indicator of significant mental ill-health.
Development of mental disorders in various population groups
This section describes the development of mental disorders. The figures specify the proportion of the population, men and women, who have reported mild or severe anxiety following some distribution criteria (age, socioeconomic group etc.). Considering age groups ( Figure 5 :40) the proportions with mental distress approach one another over time. There were large age differences during the 1980s, with a high proportion among older people. Notable is the great deterioration in the younger age groups, particularly among women, while elderly people were already at a high level in 1980-81.
In different socioeconomic groups a marked increase in the proportion of people with mental disorders can be seen, particularly among women ( Figure 5 :41). The proportion with mental distress is greater in the unskilled blue-collar worker group, among both genders. Unlike the case of the various age groups, the increase over the period here affects all socioeconomic groups.
The regional differences ( Figure 5 :42) between the three metropolitan areas, other sizeable towns and the rest of Sweden (here termed ''other areas'') show that the proportion with mental disorders is somewhat higher in the metropolitan regions than in the rest of the country. During the 1990s, however, there was an increase in all regions. In the metropolitan areas the increase was larger for men than for women.
Some further groups who in many contexts appear as socially vulnerable and therefore at risk of increased mental disorders consist of people of foreign origin, here measured as born abroad or born in Sweden to two parents born abroad, single parents (chiefly women) with children of 17 or younger living at home, and those seeking employment. These groups include higher proportions with mental disorders but that the trend follows that for all men and all women, respectively ( Figure 5:43) . Among job-seeking men, the proportion with mental disorders was in 2002-03 double that of all men of corresponding ages. The proportion was lower than for job-seeking women and for women of foreign origin. Proportion of interviews with single men with children living at home is too small to report.
Interpreting the development that indicates increased mental problems
People's perception of their mental ill-health as self-reported anxiety states has steadily increased since the mid-1990s. Young women show a greater increase than other groups reported here, but the increase was significant everywhere during the 1990s except for women over 65 who showed no increases during the periods reported. The latter, however remained fairly constant at a higher level than others.
Another pattern is that mental ill-health among specific population groups is increasing following a downward trend during the 1980s. These time shifts are relatively clear and they also occur in different geographical areas.
A special study based on the Statistics Sweden Surveys of Living Conditions (34) shows that increased mental problems are found among both the gainfully employed and those outside the labour market (students, housewives, people on sickness allowance or early retirement pension and unemployed people). In addition, the increase is taking place among the same groups of people compared over time (from panel data). Moreover, the trend towards increased mental problems tallied with the trend measured with other more 'diagnostic' methods. 12 While investigations indicate small changes over time in the severe mental disorders (psychoses, depression), self-rated mental problems have increased markedly. In an in-depth study also based on the Survey-of-Living-Conditions [35] , the interviewees were divided into five main groups -''healthy'', ''healthy with distress'', ''mild illhealth'', ''serious ill-health'' and ''ill''. The mental distress (anxiety, continual fatigue) was prominent among the ''ill'' and ''healthy-with-distress'' groups. In the ''ill'' group a high proportion was noted with, among other things, long-term illness, impaired working ability and serious distress from pain, over and above their mental disorders. These were largely absent from the ''healthy-with-distress'' group.
Differing explanations of the observed pattern have been given. For one thing it has been considered that anxiety states are subjective measures that can easily change over time owing to media influence or general changes in attitude. However, the social climate has grown tougher, with increased pressure on individual performance and success, not least at school and in working life. Economic cutbacks with consequences for the welfare system, particularly in occupations such as school health, are reducing opportunities for preventive action. The increased use of drugsespecially increased alcohol consumption -is generating increases in mental problems.
Public discussion has centred largely upon the hardening requirements in the labour market. Changes in working life since the early 1990s, with staff cutbacks, a deteriorating work environment and higher demands on the fewer people who are in work -have increased psychosocial stress and probably also led to increased mental ill-health.
A not unreasonable hypothesis is that the increase in mental disorders among the population during the past 10 years may in fact be traced as follows:
N one group in which these disorders are strongly connected with mental disease, in many cases pain; these problems can probably be linked with working life N one group for whom other living conditions than work situation presumably play a larger part; these disorders may be largely prevalent amongst young people.
Young people's mental ill-health must receive special attention
The trend shows a greater increase in mental problems among young people than among other age groups during the 1990s. Alcohol consumption is high and rising. The suicide rate is not sinking as fast as for other groups, particularly for young men; and hospitalization for attempted suicide has increased particularly among young women.
Absence of data prevents us from seeing this growing trend before 1995; but the development presumably started at the beginning of the 1990s, following a decline during the 1980s. Is there some element in social development, for example psychosocial stress, that can explain the growing extent of mental problems among people during the past few years? Between the 1980s and the 1990s Sweden underwent a change between two extremes. The 1980s were marked by low unemployment in an overheated economy with high inflation. The economic crisis that started in the early 1990s led to extensive changes. Open unemployment increased fourfold in three years -from below 2% to over 8%. Available income sank sharply -especially for child families and young single people. Recovery started in 1995 with successively increased employment thanks to increased industrial competitiveness. It gradually led to a sharp increase in incomes.
The worsening social climate of the early 1990s struck hard among young people. A comprehensive review of living conditions in Sweden shows that young people have been the main losers during the past 10 years regarding welfare components, for example availability of work and economic resources [36] . The generation gap is appreciable, with a dramatic increase in poverty among young people aged 20-24 years compared with other age groups. The review report also shows great unemployment among young men (13% in 1993-94) and that ''adult establishment'' (i.e. a home of one's own, forming a family, etc.) was taking place at increasingly high ages. Also remarkable is that people's increased economic resources from 1995 onwards did not apply to young people. Rather, the generation gap with respect to economic resources widened.
The development of drug abuse among conscripts at age 18 declined from early the 1980s from 19% to 5% in 1990 only to rise again to 18% in 2001. The same pattern is seen for alcohol consumption for boys and girls in school year 9 -the top of the comprehensive school [37] .
There are strong connections between social development and mental ill-health in groups of the population regarding types of ill-health manifested as mental problems or as problems that cannot always be considered as mental disease. Young people's difficulties in making their way into ''the life of the community'' and difficulties with work and the starting of families, as well as a more demanding working life, appear to play large parts in the increase in mental and psychosomatic problems observed during the past 10 years.
